The PRESIDENT referred to the association of signs of antenatal iritis with persistence of strands of pupillary membrane, and inquired whether a study of the microscopic structure of such strands might give any indication as to the pathology of Miss Mann's cases.
The advantages of Safar's method are: (a) The exact placing of the area of coagulation; (b) the possibility of using a more regular current; (c) less likelihood of the area of coagulation being too extensive; (d) the possibility of making large barrages without losing fluid and the eye becoming soft; (e) the avoidance of having to make a subsequent puncture to draw off the subretinal fluid.
Technique.-(1) Nearly the same as Guist's encircling method or the formation of barrages. (2) Instruments: Special isolated needles to avoid sparking and also to limit the depth of entry. Special ivory-headed retractors; glass retractors are also useful.
Treatrment.-(1) Previous to operation: rest in bed, with the use of Lindner's Lochbrille.
(2) Subsequent to operation: eight to fourteen days with both eyes bandaged. Wearing of the Lochbrille after the bandages have been removed. Scars.-Ideal scars about the size of optic disc, round, and stippled with small spots of pigment; the retina lies flat over these scars as seen by tracing the retinal vessels.
Results. Up to 1932 (Safar's).-Thirty-nine unselected cases: twenty-four reattachments, that is, more than 60% in recent cases of myopia, and after contusion more than 90 %.
As diathermy is niow taking such an important place in the treatment of detached retina, I feel it will not be amiss briefly to describe the method worked out by Safar of Vienna, which is the method now used in the first and second eye clinics of that city.
Safar aims at getting discrete spots of coagulation in the choroidal layer in such a way that there is no injury to the retina, or destruction or weakening of the sclerotic.
Compared with Larson's method it seems more exact in every way, as one can be comparatively sure of a very small effect on the sclerotic-which is most important when treating large areas of detachment and also of doing no serious damage beyond the point of puncture, especially in tears near the macula or ora serrata. This is brought about not only by the small needles employed but also by the small dosage of milliamperes required, which can easily be measured by a special diathermy machine on which there are two scales, one marked from 1 to 150 milliamperes and the other from 300 to 1,500 milliamperes. By a small switch one can use the lower or the higher amount of diathermy.
Weve, in his admirable paper, describes the surface method and the encircling method and used this method when other methods failed; the latter approaches nearest in technique to the Safar method, but the needles are not so carefully made and there is no producing the coagulation at the exact level wanted in the choroid; in addition by using Safar's puncture method enough-subretinal fluid is often let out to enable one to do away with a, further letting out of the fluid as in Larson's method. Also by using a special series of nails it is possible to make large barrages without the eye becoming soft. Nails are especially useful when it is necessary to close more than one tear at the same operation.
Technique.-Nearly the same as the Guist method of encircling or creating a barrage. Safar tries as much as possible not to resect muscles. Even if nails cannot be used it is quite easy to pull aside the muscles and puncture with the one needle point under the muscle.
Instruments.-(1) An Ophthalmotherm.
(2) Special isolated needles are used to avoid sparking and to limit the depth of entry.
(a) The one pointed needle: this is a very useful instrument which enables one to make 14 to 20 discrete punctures with comparative ease. By a slight modification of the handle I find it is easier to puncture than with the needle at right angles to the handle. Safar apparently now uses this needle for what he describes as " stippling." He does this stippling in large so-called "disinsertion " areas but he does not do this until he has made his barrage and removed the nails so that subretinal fluid has been let out and the retina, between the edge of the tear and the ora, is lying flat. In reference to the question of stippling, it is interesting how Anderson, in his latest paper in the British Journal of Ophthalmology,' describes how, in treating a large oral tear, his second and third punctures were actually placed nearer the ora and in the " disinsertion " area.
(b) The nails are in threes and single units, as seen in the illustration (p. 48).
In using the nails the operator holds them in a special pair of isolated forceps; the active electrode is a small ball on a shaft inserted into the handle. When the needles are applied against the sclerotic the forceps are touched by the ball and the current immediately enables the nails to be inserted into the sclerotic. When the three points are well home the forceps are opened and the nails left in situ. In actually deciding on the line where the nails are to be inserted, Safar is very particular that the line of punctures should be placed posteriorly to the edge of the tear or away from the edge of a round tear, as if they are too near to the friable edge, other small tears may arise: whereas if punctures are made over the area of healthy retinal tissue the secondary tears are not likely to occur as the scars are away from the margin.
(c) Special needle " brushes" are made for tears situated posteriorly. These have six needles and marks are made on the enamel shaft in 5 mm. distances, to measure easily from the ora.
(3) Retractors.-It is a great help to have especially made retractors with ivory heads shaped in the same way as those of Desmarres; also flat ivory retractors bent at a slight angle to the shaft are useful for separating the capsule of Tenon or freeing a muscle. I have found glass retractors very useful as suggested by Weve in his paper. They are very simple to make and quite cheap.
Application of the current.-When using one needle or a one-point or three-pointed nail, one works with the 1 to 150 milliampere scale; with more needles one would switch over to the large scale. The current necessary is soon ascertained by pressing the needle against the sclerotic, and having set the small rheostat pointer opposite the mark which corresponds to the milliamperage required, the needle is kept in position for about one or two seconds and is then withdrawn. The milliamperes required when using one needle are roughly 30 to 50 but the amount of current varies considerably; in using more than one needle the current required is in proportion to the number of needles used. After the first puncture the amount of current does not vary very much though the milliamperage is found to vary in different cases and in different positions on the sclera; also according to whether the sclera is dry. 1 1982, xvi. 641, 405.
If the needles " stick" it is best to draw them out under current to prevent a drag. This is especially important in using the six-needled brushes which must always be taken out under current. Even if this procedure produces slight hardness on the sclerotic it does not matter in the same way as if a parchment surface had been produced over the sclerotic before entering the needle or needles.
Evacuation of the fluid.-If enough fluid does not appear to have been evacuated when the needle is withdrawn, or the nails are taken out, further fluid can be removed by putting the blunt fine nozzle of an Anel's syringe over or in the puncture holes and drawing off the subretinal fluid. If this plan is not sufficient, a puncture can be made with a bigger diathermy needle and then the fluid drawn off if necessary. This seems a much safer method than puncturing vvith a knife, or galvano-cautery, or than using a trephine with subsequent puncture of the choroid, as it is stated one is more likely to get scarring after a trephine has been used; or fresh tears may be found to occur in the neighbourhood of the trephining.
Treatment.-(I) Previous to operation. Directly the diagnosis is made, the patient should wear a pair of Lochbrille spectacles. These restrict the movements of the eye, and so tbe movements of the detached retina are as small as possible.
If it can be arranged, the patient should be kept in bed for a week before the operation.
(2) Subsequent to operation. Safar seems to carry out the line of treatment adopted by Gonin. Special positions for the differently situated tears, the instillation of 25% argyrol and atropine at the end of the operation. Both eyes should be bandaged for fourteen days. The first dressing is made on the fourth day and the fundus is rapidly examined. At this dressing it is important that one should prevent the patient trying to use the eye. If possible, he should be kept in bed until the end of the third week, wearing Lochbrille spectacles after the bandages are removed. These should be continued, if feasible, for at least a month or six weeks after the operation; if this is impossible a modified Lochbrille may be worn consisting of the patient's own spectacles darkened with a central opening 5 mm. in diameter.
In Safar's operation the results are not shown instantly as in that of Gonin, and may only definitely appear at the end of the first week. The condition of the retina may go on improving up to the fourth week.
No second intervention is made for at least one month after the first operation.
Ideal scars.-Areas are seen, about the size of a disc in diameter, at first pinkish-yellow and stippled with black pigment. Gradually, the pigment becomes more marked and discrete and the back ground whiter. FIG. 2. (b) (a) On examination (H. C.). Three tears seen, two at 10.30, a larger one at 11.30 Distance from ora: tear at 11.30, 31 to 4 DD.; tear at 10.30, 2j DD. Some areas of choroiditis scattered under the superior rectus.
Operation.-Series of diathermic punctures made, 14 to 16 in number, in an oval form, to include the series of tears; two extra punctures made under the tendon of the superior rectus, where there was an area of choroiditis.
The current was 70 to 90 milliamperes. The needle was pressed against the sclerotic, the current was turned on, and the needle held in the sclerotic for about one second (the punctures should be 3 mm. apart). January 19.-A series of disc-like areas seen, with fine, scattered pigment. Retinal vessels appear lying flat over the choroidal areas, where the punctures were made; these, which were pinkish-yellow, are now becoming white and discrete (see Mr. Marshall used the current. Did he put all the nails in at the same time and then touch each nail with the current, one after another ? Mr. COLE MARSHALL (in reply) said that he put one nail with three points into the sclerotic, he then touched the forceps with the ball-pointed, active electrode.; directly the current was made, the needle points are pushed home the forceps opened, and the nail left in position, the amperage was found to be not so high as if three separate needle points were used, i.e., it was often found to be less than 150 milliamps. In experiments on pigs' eyes he found that the amperage varied round 90 to 100 milliamps.
The use of nails was ideal, because no fluid was lost. It was possible to make many punctures with one needle. This was the same, in a way, as Guist's method, but safer, because in the latter, the sclerotic was injured. By the Safar method coagulation was produced in the choroidal layer.
A Hand Slit-Lamp. By N. BISHOP HARMAN, F.R.C.S. THE value of the standard forms of slit-lamp for certain ophthalmnic investigations is undoubted, but the immobility of these large instruments limits their use to the consulting room and clinic.
The hand slit-lamp shown has been devised with the intent of securing an instrument that could be used as readily and as easily as an electric ophthalmoscope, so that it could be carried about and used with ease for the examination of children, and patients in bed, or in their own homes.
It cannot, by reason of its small size, compete with the large instruments in magnification and in resolution of fine detail. Yet it will secure a valuable view of the media of the eye as deep as the anterior part of the vitreous. The small lamp, as compared with the large, might be said to have something like the relation of the 2 inch objective of the microscope to the W inch objective, but the small lamp gives the same effect of depth as the large lamp, so that its value for localization is certain.
The lamp is fitted to the battery handle of an electric ophthalmoscope, or a small adapter can be supplied with leads to a torch battery or other suitable source of current. At the upper end, set at right angles to the ophthalmoscope handle, is an eyepiece consisting of a triple achromatic lens giving a linear magnification of X 12. The lens-holder is so made that lenses of other powers can be substituted. The case of the eyepiece is graven with a scale so that the focus of the lens, once found, can always be recovered.
